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condition again I might be tempted to adopt the
procedure suggested by Sir Berkeley Moynihan, the
transgastric method.
Many years ago I adopted this mode of attack
for dealing with haemorrhage consequent upon
the performance of gastro-jejunostomy. In my
earlier cases I had two in which post-operative
haemorrhage occurred. I immediately reopened
the abdomen, and then made an incision in
the anterior wall of the stomach. By means
of two fingers on the posterior gastric wall it
was simplicity itself to evert the junction through
the anterior wound and tie the bleeding point,
which in each case was a vessel (probably half
divided) at the pyloric end of the wound. Each
made a perfect recovery. The method is so simple
compared to interfering with the junction from the
outside and possibly getting leakage that I should
always adopt it if such an accident should occur
again. I think it taught me, also, that the most
likely reason for hasmorrhage is a largish vessel
at the pyloric end, partially divided, and since
I have taken special precautions to stitch very
closely at that point I have not had a case of
haemorrhage.
The transgastric method of excision of a
recurrent ulcer had not seemed to me advisable
on account of the difficulty of putting in the peri-
toneal continuous Lembert suture if the anasto-
mosis had not been previously excised, but Sir
Berkeley Moynihan’s adoption of a temporary
gastrostomy with the tube going into the distal
loop of the jejunum apparently overcomes what
might appear to be not an ideally water-tight
method of union. The lesser severity of the
transgastric method, however, appeals to me as
possibly the best measure to adopt in most cases.
Upper Wimpole-street, W.
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A YEAR ago a paper was read before the Surgical
Section of the Royal Society of Medicine! in which a
new and simple method for the treatment of per-
forated gastric and duodenal ulcers was described. It
was named by its author "treatment by tamponade."
The novelty of this treatment resides in the fact
that no attempt is made to suture the perforation :
the aperture in the ruptured viscus is merely
plugged with a strip of gauze which is allowed to
emerge from the abdominal wound. In this paper
it was stated that the method had been employed
in 15 cases, that no deaths had occurred in this
series, and that no fistulas had resulted. Its
originator, after a further trial, has recently2 again
advocated the adoption of this procedure, only,
however, citing two cases of ruptured stomach, in
one of which a gastric fistula resulted, but healed
in ten days.
To discredit the value of the operation in the
treatment of perforated gastric ulcers because a
fistula occasionally develops after it would be
wholly unjustified, unless it could be shown that
there do not exist compensatory advantages of
greater weight. But in the case of the duodenum
no possible advantages could counterbalance the
serious drawback of an increased incidence of
fistula formation following operation. A gastric
fistula frequently closes spontaneously, and even if
it never closes life may be maintained for years, as
was illustrated in Alexis St. Martin. And this is
not altogether exceptional, as the results of gastro-
stomy for fibrous stricture of the oesophagus have
demonstrated. As far as can be ascertained from
the writings of the last ten years, a duodenal fistula
never heals without surgical aid, and if left is
invariably fatal. Moreover, death may be exceed-
ingly rapid. Thus Berg records a death which
occurred three days after the establishment of a
fistula. Just how frequently a fistula occurs after
the suture of a perforated ulcer is difficult to gauge
accurately, as there are no statistics available.
Such failures are apt to remain unrecorded. The
case described here is an example. Struthers i>
refers to 2, Dickie mentions 1, and 2 are described
by Berg.s Many such must have occurred. But it
is probable that the frequency of fistula formation
would be greater if no attempt were made to suture
the ulcer. Thus in the collective report on per-
forating duodenal ulcer at Edinburgh there were
only 3 nstulae in 200 cases, and these were the only 3
cases where the ulcer was not sutured. The patients
all died in a few days. Recovery from a duodenal
fistula, even with adequate surgical treatment, is
a rarity. Only 3 cases are to be found in the
writings of the last ten years. They were cases
treated by Berg,5 Knaggs,7 and Souttar.8 In none
of these successful cases was the surgical treat-
ment identical with that pursued in the following
case :-
The patient, a thin man, aged 45 years, was admitted to
St. Mary’s Hospital on Jan. 23rd, 1914. He had a history
of an illness of five months’ duration. Pain occurred two
hours after meals and was relieved by taking food.
Occasionally there was vomiting and once there was
melaena. Twenty-four hours before admission to hospital
the patient was seized with agonising pain in the upper
abdomen. Vomiting occurred several times at the onset of
the attack and then ceased. The pain had gradually got
better and the patient felt so well that he could with
difficulty be persuaded that there was anything serious
amiss. The abdomen was rigid all over, but muscular spasm
was most marked over the upper part of the right rectus.
Tenderness, whilst present to some extent all over the
abdomen, was most marked over the left upper rectus ; the
next most tender area was the right iliac fossa. Very
unusually, although the recto-vesical pouch of peritoneum
bulged, there was no tenderness per rectum. Dulness was
present in each flank and in the hypogastrium. The liver
dulness was not obliterated. The pulse was 120 and the
temperature 98’4&deg; F. The diagnosis of perforated duodenal
ulcer was made, and the abdomen was opened through the
right rectus muscle. Some free gas escaped. The abdominal
cavity was filled with thin purulent fluid. A perforation
with a diameter rather less than that of a lead pencil was
found in the centre of a large ulcer situated in the anterior
wall of the first part of the duodenum. Two Pagenstecher
thread sutures were passed through the whole thickness of
the edges of the hole and tied. A vertical row of Lembert
thread sutures buried the perforation. The closure appeared
secure. A gauze drain was carried down to the site of the
perforation and a tube inserted into the pelvis. All went well
until the fourth day after operation (Jan. 27th), when the
gauze emerging from the upper wound was withdrawn. It was
followed by a small amount of thin sour discharge. Next day
the discharge increased greatly in amount and was bile-
stained. After this the discharge of green bile-stained fluid
was very profuse. Food was withheld by mouth, an attempt
was made unsuccessfully to feed rectally, and glucose and
saline injections were administered freely. Milk given by
the mouth was seen emerging from the fistula within a few
minutes. The rectal washings contained very little faecal
material, and this was pale in colour when the fistula was
fully established. On the fourth day after the development
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of the fistula (Jan. 31st) the condition of the patient was
desperate. He lay with sunken cheeks and eyes, his voice
was hoarse, his eyesight was failing, and the temperature
was subnormal. Emaciation was extreme. He was thought
to be dying. The wound was widely gaping, the edges were
infected and partly digested by the pancreatic fluid. On
this day the abdomen was opened through the left rectus
muscle. Crile’s anoci-association technique was employed
locally. The ansesthetic was ether, and was given in very
small quantity. The duodeno-jejunal flexure was identified,
and a loop about 8 inches from this drawn out of the wound.
The afferent and efferent limbs at the base of this loop were
made to communicate by a lateral anastomosis. A rubber
catheter was sutured into the efferent limb of the loop
according to the technique of Witzel for gastrostomy. The
bend of the loop was then sutured to the parietal peritoneum
and the wound was closed. On the table 10 ounces of
peptonised milk containing a raw egg were poured into the
intestine through the catheter. The operation was followed
by no shock. Feeding through thejejunostomy opening was
performed regularly, and food was also given by mouth. The
condition of the patient improved rapidly and the fluid coming
from the fistula was rapidly diminished in quantity, so that
in ten days’ time there was no bile staining to be seen. Next
day the jejunostomy tube was removed. No leakage ever took
place from the jejunostomy wound. The subsequent course
to recovery was interrupted by the development of a parotid
abscess which had to be opened twice, but otherwise
progress was satisfactory, and the patient left the hospital I
on March 26th cured.
The problem of the treatment of a duodenal
fistula is not a simple one owing to the very slight
tendency manifested to spontaneous healing. This
is largely due to the fact that in a duodenal fistula
practically all the ingested food in addition to the
gastric, pancreatic, and biliary secretions escapes.
The result is a condition of starvation and conse-
quent grave interference with the reparative
powers of the body. Whether the loss of the
duodenal secretions themselves plays a part in
causing death is open to question. It appears
strange that, as in the case here recorded, so much
bile should escape from a comparatively small
aperture situated at some distance above the
opening of the common bile-duct. It would appear
as though there were some hindrance to the
onward passage of the duodenal contents beyond
the opening of the common bile-duct. Ochsner 9
has described a sphincter muscle in this region,
and such a muscle contracting would cause the
necessary obstruction. It is true that Boothby 10
has denied the anatomical existence of such a
muscle, but it seems probable that there is a
physiological contraction in this region, for Cannon
and Blake 11 have noticed segmentation of the
contents of the duodenum after a bismuth feed,
and state that food is delayed in the duodenum by
circular contractions of the muscular coat. We
know, too, that after pylorectomy circular constric-
tions of the duodenal wall have been proved to
take place and to some extent vicariously perform
the function of the pylorus. It seems, indeed, that
chyme passing through the pylorus is retained in
the duodenum before being passed onward into the
jejunum until it has been intimately mixed with
the duodenal fluids. In such facts may lie the
explanation of the profuse loss of bile-stained fluid
from a duodenal fistula.
Interest in the treatment of duodenal fistula
was first aroused by Berg,12 who suggested that the
correct line to adopt should be gastro-jejunostomy
combined with occlusion of the pylorus. This has
been accepted by surgeons as the proper procedure.
The number of successful cases, however, as stated
above, is small. Berg’s first case, which occurred
after a cholecystenterostomy, was a success, although
the patient died from the exhaustion, associated
with carcinoma of the pancreas, 17 days later.
The discharge from the fistula had ceased. His
second case illustrates the futility of suturing the
opening in the duodenum to check the outflow of
its contents. In this case a fistula occurred seven
days after the suture of a perforation. Immediately
a posterior gastro-jejunostomy was performed and
the ulcer was resutured. Two days later leakage
occurred again. Another attempt was made to
close the opening in the duodenum when finally
the pylorus was occluded, but the patient died
next dav.
Souttar’s case is interesting in that the fistula
resulted from the perforation of an ulcer of the
duodenum following an extensive burn in a child.
Bile and pancreatic juice escaped for nine days.
The abdomen was explored, the ulcer found and
sutured, posterior gastro-jejunostomy performed,
and finally the pylorus infolded. The child
recovered. In Knaggs’s case gastro-jejunostomy
with infolding of the pylorus was successful.
Berg’s treatment has the advantage that the
gastro-jejunostomy may lead to the permanent
healing of an ulcer that would otherwise remain
open. It has the disadvantages that an infected
area of the abdomen has to be opened up, and that
much difficulty may be met with in gaining access
to the pylorus through the numerous adhesions.
When the pylorus is occluded the amount of bile
and pancreatic juice poured into the duodenum is
lessened because of the loss of the stimulus of the
acid chyme coming through this opening. The
consequent diminution in the quantity of fluid
discharged from the fistula would at first sight
appear to act very advantageously for the closing
of the fistula. But a moment’s reflection will show
that the closing of a fistula, if there is no obstruc-
tion to the outlet of the viscus into which the
fistula leads, depends scarcely at all upon the
amount of escape from the opening. A suprapubic
fistula closes when there is no urethral obstruction;
a gall-bladder closes when the common duct is open.
Failure to close, even when there is no obstruction,
however, occurs when the fistulous tract becomes
lined with epithelium continuous with that of the
surface of the body, or when infection of the wall
of the tract cannot be overcome. The closure of a
fistula actually depends upon reparative changes in
its wall, whereby scar tissue is produced with its
tendency to contract and obliterate the channel.
The longer the tract is the greater the chance of
closure. The duodenum lies high up under the
liver, so that the path to the surface is long.
In addition the contents of the duodenum contain
but few organisms. The tendency to healing would
thus seem to be theoretically great. But there are
two unfavourable influences: first, the digestive
power of the pancreatic juice; and, secondly, the
enormous interference with nutrition. If the
resources of the body be maintained at as high a
level as possible by introducing food into the bowel
beyond the duodenum, reparative activity is
stimulated and the antitryptic and bacterial defen-
sive powers of the serum are increased. For these
reasons the plan adopted in the case here reported
seemed to be sufficient. It has the advantages, too;
that it is technically a much simpler operation,
because there are few or no adhesions to be dealt
with ; a septic area of the abdomen has not to be
opened up ; the normal functioning of the pancreas
is not interfered with by hindering the formation
of the hormone of the pancreas (secretin), which
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occluding the pylorus does. The disadvantage lies
in the fact that a subsequent gastro-jejunostomy,
should it become necessary, would be a very
difficult and complicated procedure. Nevertheless,
I think that this operation will become the method
of choice, and Mayo has found that very few
perforated duodenal ulcers subsequently need a
izasbro-jejunostomy.
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TRAUMATIC DISLOCATION OF THE
HIP-JOINT
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DISLOCATION of the hip-joint of traumatic origin
is a very uncommon condition in children. The kind
of violence that in the adult produces dislocation
must be supposed to produce in children, very
much more commonly, separated epiphysis or
fracture. As I cannot hear of any such case or
find an account of any in the literature,1 I think
the following is worthy of record.
The patient, a boy aged 9 years 9 months, was
admitted to the Adelaide Children’s Hospital on
Jan. 4th, 1914. The history of the accident was
as follows. He was sitting on a moving truck
filled with clay in a brickyard. He was struck on the
left hand by a stone thrown by another boy. He
turned and fell off the truck, a height of about
5 feet, and, as he asserts, " turned two somersaults
before he hit the ground." The truck, which weighed,
according to the father, some 5 cwt., came in con-
tact with the upper and outer part of the boy’s left
thigh below the great trochanter as he fell. " The
truck went half over him." In the boy’s fall the
first part to strike the ground was the upper and
outer portion of the left thigh. He was unable to
rise, and his " left leg felt as though it had gone to
sleep."
It is thus by no means clear what the exact
mechanism of the production of this injury was in
the present case. The account given by the boy is
vague, and it has varied from time to time. But as far
as a connected statement can be obtained from him
there seems no reason why a separated epiphysis or
a fracture should not have occurred in this as in
most other cases. That is to say, no explanation of
the dislocation is afforded.
On admission to hospital the left thigh was found
to be flexed at the hip-joint to about 450 with
the horizontal, and was adducted and rotated
inwards. The great trochanter was from an inch
1The only other at all similar case that I have been able to find
in medical literature is that recorded by the late Mr. Walter Rivington(THE LANCET, 1878, vol. ii., p. 321). But in that case the condition
occurred in a considerably older child&mdash;a girl aged 14 years. " Under
ether it reduced itself." The ease of reduction was thus a comparable
experience to that in the present case. I should add, however, that
I have not been able to search the literature at all thoroughly.
to 1 inches above Nelaton’s line. The head of the
femur could be felt on the dorsum ilii. The joint
was rigid. There was no crepitus along the course
of the femur or in the pelvis. Except for an abrasion
some 6 inches by half an inch crossing the lumbar
spine obliquely, no other injury, external or in-
ternal, could be discovered. The case was regarded
as a typical dislocation on to the dorsum ilii. But
a careful watch for visceral injury was maintained
for 12 hours after reduction. Under chloroform
anaesthesia induced by Dr. W. T. Simmons, the
house physician, the dislocation was reduced with-
out difficulty. Nothing more was necessary in the
way of manipulation than weak traction in the line
of the misplaced femur, followed by slight increase
(about 10 degrees) of flexion. The ease with which
reduction occurred was no doubt due to (1) the
weak musculature of the young child, (2) the fact
that the dislocation was only about three and a
quarter hours old, or perhaps also (3) extensive
injury to the capsule of the joint.
A radiograph was taken in order to exclude the
possibility of further bone injury, such as separa-
tion of the epiphysis or injury to the acetabulum.
This showed that no such other injury had
occurred.
In the after-treatment passive movement was
begun on the seventeenth day (rotation, abduction,
and adduction), but flexion through more than 5&deg;
was delayed until a week later, when active move-
ment was also commenced. The patient was
allowed to put weight on the limb on the twenty-
eighth day. The result was apparently perfect on
the patient’s discharge from hospital.
Adelaide, South Australia.
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ROYAL ACADEMY OF MEDICINE IN
IRELAND.
SECTION OF SURGERY.
Exhibition oj Speciiiien-3.--Enlargerl Gall-bladder.-SlwcklesS1
’M’C’/’y.
A MEETING of this section was held on March 20th, Dr.
R. D. PUREFOY, the President, being in the chair.
Mr. A. BLAYNEY showed a specimen of Cancer of the
Gall Bladder from a woman aged 42, who since last
Christmas had suffered from distension and pain in the
epigastrium and to the right side, with anorexia and
occasional vomiting. Examination revealed a tumour in
the region of the gall-bladder. On operation it was found
that the fundus of the gall-bladder presented a distinct
tumour, somewhat nodular on the surface, and involving
the liver. The gall-bladder was removed with the object of
diminishing the pain. Some gall-stones were found, as is
usual in cases of carcinoma. The patient had done well
and the pain was relieved.
Mr. S. PRINGLE showed an Ulcer excised from Hour-glass
Stomach in a woman who had been sent to hospital with a
provisional diagnosis of gastric ulcer. There was a history
of symptoms extending over several years. For three weeks
preceding admission she complained of very great pain, not
regularly after food, but persisting all the time ; vomiting
was frequent, and for four days before admission almost con-
stant. There was tenderness in the epigastrium to the left
of the middle line. On opening the abdomen a very tight
hour-glass constriction was found in the middle third of the
stomach, immediately above which there was a hard mass
adherent to the pancreas. The stomach was divided
between two clamps, and on lifting it up the ulcer was
detached from the anterior surface of the pancreas. After
the ulcer was passed another clamp was put on the stomach,
and an end-to-end suture of the two halves of the stomach
was done. A dram was put in. which was removed after two
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